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Abstract
Purpose – The purpose of this paper is to understand the impact of religiosity on civic engagement in the
health sector through giving advocacy for people with AIDs, mental health, cancer and disability.
Design/methodology/approach – The authors achieve this aim by proposing a structural equation model,
which was derived based on literature. The data collection involved an on-line purposive sampling survey,
which targeted young people who intend to work in the health sector. The survey asked about the experience
and perception of 610 respondents in Indonesia.
Findings – The results indicate that the respondents with high religiosity were identified to be more caring
towards those who suffer from mental health, AIDs, cancer and disability. However, the highly religious were
less motivated by empathy in conducting civic engagement in the health sector. In this study, the impact of
religiosity on civic engagement was found to be stronger for those who identified with low materialism.
Originality/value – The study contributes to the discussion on altruistic theory by challenging the
widespread assumption that feelings of empathy drive civic engagement. The results extend the discussion
on how to promote civic engagement in the health sector for young people with high materialism attitude.
Keywords Emerging health economies, Emerging healthcare delivery structures, Cancer,
Quantitative research, Political strategy, Behavioural social or mental health issues, One health movement
Paper type Research paper
Introduction
Community engagement is an essential element for the public health sector, especially in
developing countries, where there is a need of remarkable resilience to deal with an issue of
great complexity. The concept of community engagement in the health sector has been
paved the way to a core strategy of the WHO framework since the Alma Ata Declaration in
1987 (World Health Organization, 2017). This action needs partnership, which calls for great
socio-political empowerment and sense of community through encouraging social networks
and communication (Ramey et al., 2018).
Many developing countries line up behind the ambitious agenda of sustainable
development goals due to lack of human capital investment in the health, education, and
nutrition of people. Among those countries, Indonesia attempts to end the communicable
diseases by fostering community engagement (UNDP, 2017). The practices of civic
engagement in health service challenges acceptability, adaptability, quality and non-
discrimination in public health services (Pratono and Maharani, 2018). As the tradition
proposition indicates that religiosity makes people more generous, another study suggests that
Indonesian physicians keep religious practices when caring for patients (Lucchetti et al., 2016).
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Religious beliefs may become the primary antecedent to the civic engagement in
voluntary contribution in health movement (Charsetad, 2016). The studies supporting the
proposition that being religious is associated with the generosity of the people may face the
inequality of relationships, which take more than policy pronouncements (Sablosky, 2014).
Hence, the partnership between development agencies and faith communities have also
multiplied (Deneulin and Zampini-Davies, 2017). On the other hand, religiosity often results
in a barrier to community engagement, especially when religiosity generates an exclusive
community (Lowicki and Zajenkowski, 2017).
Research on responses to community engagement has described the struggles of citizens
to deal with various health issues. Silke et al. (2018) highlight the needs to understand how
and why adolescents’ empathy and prosocial responding in various social context with
different social targets, including participation in the health sector. Previous studies discuss
how the exchange theory examines the willingness to engage in community services ( Jha
and Bhalla, 2018). A study in Asian context argues that the social paradigm is related to the
dimensions of materialism (Polonsky et al., 2014). Prosocial behaviour highlights the
exposure to individual values (Silke et al., 2018), which may involve materialism attitude to
improve their social class image (Khare, 2014).
This study seeks to examine the impact of religiosity on civic engagement in the health
sector through giving advocacy for people with AIDs, mental health, cancer and disability.
We achieve this aim by proposing a model, which explains the relationship between
religiosity and community engagement under a various level of materialism behaviour. The
model also identifies the mediating effect of empathy. The following sections discuss the
literature review on civic engagement in the health sector, hypothesis development that
mainly concerns on the relationship between religiosity and engagement in the health
sector, the research method of the on-line survey, empirical results, and discussion on both
theoretical and managerial contributions related to the theory of materialism.
Literature review
Civic engagement in the health sector
Civic engagement refers to a process of developing relationships that enable stakeholders to
work together to address health issues and promote well-being to achieve positive health
impact and outcomes (World Health Organization, 2017). Improving population health often
requires policy changes that spring from complicated advocacy efforts. Information
exchanges among researchers, advocates and policymakers are paramount to policy
interventions to improve health outcomes (Tabak et al., 2015). The main reason for utilising
community engagement in public services may come from the decreasing boundary critique
from the population and especially preventing later conflict between stakeholders in the
area (Konsti-Laakso and Rantala, 2018). Incorporating research to support advocacy work
in public health needs to understand the skills and resources required for advocacy (Smith
and Stewart, 2017).
The materialism theory highlights the initiative to build a relationship under dynamic
context by creating innovative action (Lupton, 2019). The excellent public awareness in
health sector warrants advocacy on the part of health advocacy groups and healthcare
professionals (Pearson et al., 2015). Information exchanges among the citizens may include
evidence on what works well for whom and cost-effective strategies to improve outcomes of
interest, but the information is not easily communicated (Tabak et al., 2015). Hence, the
advocacy demonstrates not only increasing recognition of mental health people, cancer, and
disability but also legitimation through strengthening the voice and legal advocacy
(Newbingging and Ridley, 2018).
Civic engagement demonstrates not only personal involvement in activities but also
motivation to promote participation as well as the efficacy of participation (Schulz et al., 2010).
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The need of participatory governance and stakeholders is essential for the general public
sector, where the stakeholders are shaping the implementation and influencing the
relationship between the service providers and beneficiaries (Komendantova et al., 2018).
Public health researchers, policymakers and advocates acknowledge the role of engagement
in public health, which involves advocacy and lobbying activities (Smith and Stewart, 2017).
Effective knowledge-driven advocacy demonstrates the capability of citizenship to access
various conceptual resources through sharing group to make sense of their experience
(Newbingging and Ridley, 2018) and adapting the diverse interests of targeted groups and
stakeholders (Adonteng-Kissi and Adonteng-Kissi, 2017).
The cancer advocacy groups take substantial time to cultivate through community
support and grassroots activism (Maxwell, 2015). Transnational advocacy networks play
a pivotal role to deal with global HIV and AIDS governance by involving global
governance with local articulations through routed systems (Marx et al., 2012). The
initiative to promote civic engagement in their broader community and awareness-raising
and advocacy efforts around sexual orientation has been emerging (Poteat et al., 2018).
However, there have been few adaptations of effective interventions from high-income
countries and few high-quality evaluation studies in low- and middle- income countries,
beyond those in sexual and reproductive health (Patton et al., 2016). The barrier to support
disabled people may spring from stigma, discrimination and the hidden nature of negative
attitudes (King et al., 2019).
Hypothesis development
This study concerns with four constructs, i.e. religiosity, civic engagement in the health
sector, empathy, and materialism. Hence, we propose four hypotheses:
H1. Religiosity positively affects the engagement in health care services.
Religion has been acknowledged as an alternative medicine technique or through a
psychosocial coping mechanism (Goss and Bishop, 2018). Religious attendance positively
correlates with volunteering, charitable giving, as well as informal activities such as helping
and supporting friends, family and neighbours (Lewis et al., 2013). The religious beliefs of
workers in the health sector affect the interaction with that demonstrates patient care
(Bjarnason, 2007). The religious beliefs also become the primary antecedent to the attitude
towards blood donation as considerable prosocial activities (Charsetad, 2016). Religious
activities play a pivotal role to increase the acceptability of health services with support
from local volunteers (Pratono and Maharani, 2018).
Religiosity refers to ritual and ceremony that show socially based beliefs and traditions,
which may contribute to a value of belonging and acceptance (Dein et al., 2010). The
initiatives in the health sector include matching community engagement with the age and
stage of the family with modifiable recruitment and retention practices (Kulig et al., 2018).
Religion may promote social change independently from the level of development and
modernisation (Autiero, 2018). Since religiosity encourages empathy, some studies argue
that there is no relationship between empathy and discrimination (Silke et al., 2018).
The engagement in the health sector needs support from the local religious leaders due to
their role as opinion shapers, especially when protecting people’s health and caring for the
environment become religious objectives or ways of honouring God (Deneulin and
Zampini-Davies, 2017). Religious leaders see themselves as health promoters as their belief
is translatable into a successful health programme, which could be part of the religious-
based information materials (Lumpkins et al., 2013). The stigma of having a curse or
punishment from God may spring from the religious people, who prejudice against the HIV/
AIDs patients from a religious perspective (Muturi and An, 2010). Promoting religious
tolerance is more about encouraging people to accept other religious beliefs and practices
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rather than discouraging them from having any objections towards things that contradict
one’s sacred beliefs (Verkuyten and Yogeeswaran, 2017):
H2. Religiosity positively affects empathy.
Religiosity has a strong relationship with empathy through enhancing the capability to
attribute mind to another human being. Lack of empathy prevents not only social
interaction but also religiosity (Lowicki and Zajenkowski, 2017). Integral emotions are
elicited in response to a target stimulus and therefore offer the opportunity to shape the
feelings evoked. Religious practice is related to the higher perceived threat and lower
empathy, while the religious practice is essential to sensibilities (Bilali et al., 2018).
The initiative of praying with patients has been the subject of contentious debate. It will be
helpful for some patients by strengthening the therapeutic alliance; the response may call for
sensitivity (Dein et al., 2010). Empathy is essential for health care services, especially when
patients consider the compassionate of healthcare providers for service delivery (Kemp et al.,
2017). However, empathymay have severe limitations. Empathymay occur with ingroup bias,
such as religious, race and attractiveness (Bloom, 2017). The lack of empathy may play in
conferring risk for conduct problem. Socio-environmental processes empathy development is
associated with cognitive and socio-environmental processes (Moul et al., 2018).
The religiosity is part of the service of self-enhancement, which demonstrates socially
desirable responding (Sedikides and Gebauer, 2010). The prejudice in moralised entities and
activities leads to avoidance rather than toleration (Verkuyten and Yogeeswaran, 2017). The
intention to buy products of people with a health problem may demonstrate initiative of
consumers with high religiosity (Kuo and Kalargyrou, 2014). A negative association
between religiosity and AIDs is related stigma, which shows those who are affected by
HIV/AIDs (Muturi and An, 2010):
H3. Empathy and community engagement in health care services.
Empathy refers to a natural socio-emotional need to understand the others who deal with an
unfortunate situation (Bloom, 2017; Kemp et al., 2017). In the narrow sense, empathy
becomes a positive force for good by motivating us to care about and help that person
(Bloom, 2017). However, the transition from the agrarian societies to the industrial ones
contributes to the shift from traditional values and orientation towards materialist, rational
and secular values (Autiero, 2018).
There is a growing consensus that community development needs to cultivate not only a
greater sense of empathy but also to realise the greater social well-being (Silke et al., 2018).
Empathy and moral obligation contribute to the feasibility of starting a civic engagement,
including voluntary in health service (Hockerts, 2015). Empathy is an emotional appeal,
which influences the way people view their relationship with an unfortunate person, and
thus help build stable relationships (Kemp et al., 2017).
Expression of empathy among young people is related to their exposure to critical
environmental process as well as individual values (Silke et al., 2018). Community
engagement may evoke an empathic response that plays in not only imparting traditional
clinical skill-based knowledge but also facilitating the interpersonal skills (William et al.,
2012). The empathic concern becomes predictive of prosocial behaviour (Decety et al., 2018).
Working with community members encourage volunteers to confront unfamiliar issues and
feel emotions, including greater empathy for others (Tremblay and Harris, 2018):
H4. Materialism moderate the relationship between religiosity and civic engagement in
health care services.
Materialism is an essential element for those who lay their value to material goods in general,
which distinguishes it from consumption itself (Polonsky et al., 2014). Silke et al. (2018)
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identify that civic engagement is associated to the exposure of the adolescents to the key
environmental processes (extra-curricular activities) as well as the individual values
(self-efficacy). Both key environmental processes and individual values entail materialism
attitude in which individuals become more susceptible to pronounce their performance by
acquiring valuable brands to improve their social class (Khare, 2014; Pratono and Tjahjono,
2017). Consumers with materialism behaviour seek to fulfil through material possessions
(Segev et al., 2015). Possession helps materialistic individuals in improving self-identity, which
becomes central to happiness (Khare, 2014). Hence, religiosity with materialism attitude may
lead to better outcomes in life satisfaction (VanderWeele, 2017).
A country in post-materialism experiences that religiosity foster altruistic and
community engagement behaviour (Mostafa, 2016). They may consider that materialism is
not seen as the road to individual well-being (Polonsky et al., 2014). Those who are
materialistic and utilitarian orientation use religion as a means of achieving mundane goals,
which show lack of sensitiveness to community engagement issues (Islam and
Chandrasekaran, 2016). Materialism influence the relationship between credibility and
intention to charity decreases (Pratono, 2019).
The citizen with strong religious believes that donation to international charities can help
them to gain recognition from employers and co-workers (Teah et al., 2014). The religiosity
and materialism were inversely related, whereby religious people tend to become less
materialistic (Bakar et al., 2013). Value from financial success is different from the feminine
value that is related with modesty, caring, harmony and a focus on improving the quality of
life (Steel et al., 2018).
Research method
Model
This study puts forward a structural equation model to explore the complicated relationship
between religiosity and civic engagement. The structural equation model involves four
latent variables, engagement in the health sector, religiosity, empathy, and materialism
attitude, which are related to each other. The model analysis of each construct and the
relationship between them, which represent the hypotheses.
This study determines the hypotheses for the relationship between the constructs in
the structural equation model following the concept. The model consists of two elements: the
structural model and the measurement models. The structural model explores the
relationship between religiosity and community engagement, while the measurement
models explain the relationship between the latent variables and the indicators.
Introducing a mediating variable helps the study to explore the complicated process by
which religiosity influences engagement in the health sector. The path model shows the
direct effect and indirect effect. The direct impact explains the immediate impact of
religiosity on community engagement. Hence, the indirect impact explains the relationship
that entails a sequence of relationship with empathy as an intervening construct to clarify
the relationship between religiosity and engagement in the health sector.
A moderating variable explains the interaction between the religiosity and engagement in
various level of materialism attitude. With moderation, the construct of materialism attitude
directly influences the relationship between the religiosity and engagement at a high level,
moderate level and low level of materialism attitude. The distinction between moderating and
mediating variables is that moderating variable does not depend on the predictor variable.
The measures
According to the measurement theory, the outer models involve the reliable or valid
relationship between constructs and their corresponding indicator variables (Hair et al., 2014).
This study uses questionnaires by adapting from previous studies. The measures of civic
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engagement were adapted from Schulz et al. (2010). This study adopts the constructs of
religiosity, which involves motivational constructs and religious cognitive-emotional systems
( Joseph and Diduca, 2007). This study also adopts the measure of empathy from Hockerts
(2015) and the measure of materialism from Khare (2014). Table AI provides detail measures.
Table I shows the measure of engagement represents in the four relative items, P04, P05,
P06 and P7, which related to the following survey questions: “my social activities include
involvement and advocacy for people with AIDs”, “involvement and advocacy for people with
AIDs, “involvement and advocacy for people with cancer”, and “involvement and advocacy
for people with disability”. Respondents are encouraged to express the level of agreement to
each statement on a seven-point scale from 1¼ entirely disagree to 7 fully agree.
Similarly, religiosity is operationalised by four items (R01, R02, R03, R04) that indicated the
degree which they agree with each statement on the seven scales. The measures are related to
the questions in the survey: “Religion is more important to me than what is happening in
national politics”, “religion helps me to decide what is right”, “religious leaders should have
more power in society”, and “religious should influence people’s behaviour toward others”.
Data collection
The data collection involves an on-line purposive sampling survey, that asked about the
experience and perception of respondents with engagement in the health sector. Purposive
online samples enhance the probability samples through participant observation of online
discussion to access hidden population (Barratt et al., 2015), which is also called as non-random
sample selection (Wojtys et al., 2018) The survey sent an invitation to the groups of young
people in five cities in Indonesia: Medan, Jakarta, Bandung, Semarang, and Surabaya. We
found the groups in social media that expose their community engagement in the health sector.
This study encouraged the respondent to be generous in answering the questionnaire by
promising to cover their private information and profile of the organisations. The survey
attempted to maintain respondent confidentiality. Privacy and confidentiality become the main
reason for low response rates (Buchanan and Hvizdak, 2009). The internet survey is applicable
to cluster sampling for targeted discussion groups in the health community and to sample users
within the group (Fricker, 2011). By protecting the confidential information, the survey can
avoid confidentiality dilemmas that might otherwise lead them not to tell the truth (Kaiser, 2009).
Code Items VIF
CP4 I intend to get involved in advocacy for people with mental health 1.895
CP5 I intend to get involved in advocacy for people with AIDs 2.092
CP6 I intend to get involved in advocacy for people with cancer 2.232
CP7 I intend to get involved in advocacy for people with disability 1.629
Materialism
M2 My dream in life is to be able to own expensive things 1.699
M3 People judge others by the things they own 1.857
M4 I buy some things that I secretly hope will impress other people 1.532
Religiosity
RE1 Religion is more important to me than my national politics 1.709
RE2 Religion helps me to decide what is right 2.202
RE3 Religious leaders should have more power in society 1.499
RE4 Religious should influence people’s behaviour toward others 1.885
Empathy
E1 I don’t care how people feel who live on the margins of society (R) 1.436
E2 Seeing socially disadvantaged people triggers an emotional response in me 1.488
E3 I do not experience much emotion when thinking about social excluded people (R) 1.681
Table I.
The measures
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Data collection was carried over six months in 2018 that results with 610 respondents or
sample size. The respondents are young people with age between 18 and 25-year old, which
70 per cent of respondents aged 18 and 20. Based on the religious profile, the majority of
respondents are Muslim with 60 per cent of the samples, followed by Christian (30 per cent)
and others (10 per cent). The survey asked the respondents’ financial profile, only 33 per cent
provided information about their daily expenditure. The monthly income of the respondents
was US$6,000 on average, which represents the middle-class income in Indonesia.
Data analysis
This study uses partial least square to test the hypothesis by explaining the variance or
the prediction of the construct. The SmartPLS 3.2.4 software is used to execute all the
PLS-SEM analysis. The algorithm estimation involves path coefficients that explain
the variance of the dependent constructs. The variables represent individuals with the
measurements taken from the survey. The outer models explain how these variable
constructs are measured. The reflective model has arrows pointing from the constructs to
obtain validity and reliability of the constructs.
Results
The first model assessment focusses on the measurement models by evaluating the
reliability and validity of the construct measures. Table II shows the traditional criteria for
internal consistency relies on the coefficients of Cronbach’s α, which indicate that all
constructs are reliable with coefficients higher than 0.75. The coefficients of composite
reliability also suggest that the observed constructs meet the standard for internal
consistency reliability with values ranges from 0.851 to 0.882.
Table II provides convergent validity for measuring that correlation between alternative
measures of the same construct. The coefficient of average variance extracted (AVE) are
higher than 0.64, which indicates the construct explains more than half of the variance of its
indicators. The convergent validity is also available at the Appendix, which shows the outer
loadings on each construct is significant (Table AI). The results indicate that the coefficients
of the outer loadings are higher than 0.708 (Table AII). Overall, the results show the high
commonality of each construct.
Table III shows the discriminant validity with the Fornell-Larcker criterion to evaluate
the reflective measurement models. The diagonal indicates the square root of each
Constructs Cronbach’s α rho_A Composite reliability
Average variance
extracted (AVE)
Engagement in health service 0.829 0.871 0.882 0.652
Materialism attitude 0.789 0.976 0.862 0.678
Religiosity 0.816 0.867 0.877 0.642
Empathy 0.750 0.838 0.851 0.656
Table II.
Construct validity
and reliability
Constructs Empathy Engagement Materialism attitude Moderating effect Religiosity
Empathy 0.810
Engagement in health service 0.160 0.807
Materialism attitude 0.468 −0.119 0.823
Moderating effect 0.105 0.117 0.165 1
Religiosity 0.146 0.392 −0.032 −0.046 0.801
Table III.
Discriminant validity
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construct’s AVE, while the non-diagonal elements show the correlation between the latent
variables. The values of the square root of the AVE of each construct at the diagonal are
more significant than 0.8, while the non-diagonal values are less than 0.4. The results show
that the discriminant validity meets the Fornell-Larcker criterion, which indicates the high
levels of convergent validity.
After examining the constructs’ reliability and validity, this analysis continues with the
assessment of the structural equation model. This step requires to explore the model for
collinearity since the estimation uses the OLS regressions that each endogenous latent
variable relates to the predecessor constructs. Table I shows the outer VIF with the CP6 has
the highest VIP value, while inner VIF values are less than 1.3. All of the VIF values are
below the threshold value of 5.0 (see Table IV). The results indicate that the collinearity does
not an issue for estimating the model.
For the goodness of fit, Table V shows that the standardised root means square (SRMS)
is less than 1.0, which indicates no discrepancy between the implied model and the observed
correlation. The results suggest that the model fits for the empirical data. The coefficient of
determination or R2 value shows that the three constructs explain 51 per cent of the variance
of the endogenous construct. The values indicate the amount of variation in the endogenous
constructs described by all exogenous constructs at a moderate level.
The PLS uses a bootstrapping approach to examine whether the path coefficients are
significant or not. Table VI shows that all of the empirical t-values are larger than the critical
value of 1.85 with a significant level of 5 per cent. The exogenous construct of religiosity
significantly contributes to explain the endogenous variable of engagement with t-value
6.114 and probability of error is close to 1 per cent. This result indicates that H1 is
Constructs Empathy Engagement
Empathy 1.170
Materialism 1.173
Moderating Effect 1.049
Religiosity 1.000 1.108
Table IV.
VIF inner
Measures Saturated model Estimated model
χ2 487.928 572.42
NFI 0.687 0.632
SRMR 0.088 0.137
d_G1 0.357 0.425
d_G2 0.282 0.351
d_ULS 0.810 1.957
Table V.
Goodness of fit
Path
Original
sample (O) Sample mean (M) SD (STDEV)
t-Statistics
(|O/STDEV|) p-values
Materialism→ Engagement −0.224 −0.21 0.099 2.259 0.024
Moderating effect 0.151 0.136 0.08 1.894 0.050
Religiosity → Engagement 0.363 0.364 0.059 6.114 0.000
Religiosity → empathy 0.146 0.161 0.055 2.638 0.009
Empathy → Engagement 0.196 0.186 0.091 2.143 0.033
Table VI.
Path coefficient
with bootstrapping
approach
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acceptable, which support the argument that religiosity brings civic engagement in helping
friends, family, and neighbours (Lewis et al., 2013). This result also confirms that supporting
people’s health and caring for the environment become religious objectives or ways of
honouring God (Deneulin and Zampini-Davies, 2017).
Figure 1 provides the results from the PLS-SEM algorithm, which represent the
hypothesis relationship among the latent variables. The path coefficients have a positive
relationship except for the moderating variable of materialism. The results also confirm that
H2 and H3 are acceptable with positive and significant coefficients, which affirms that
religiosity enhances the capability to understand the feeling of another (Lowicki and
Zajenkowski, 2017; Bilali et al., 2018). The results also gain support from the previous study,
which argues that compassionate encourages for voluntary (Kemp et al., 2017).
The impact of religion on engagement has the most substantial coefficient (0.591), while
the weaker relationship occurs in the relationship between religion and empathy (0.159).
Table VI also indicate the indirect effect between religiosity and engagement via the
mediating construct of empathy. The indirect impact is the product of two effects
0.159×0.186¼ 0.029. The total effect is 0.621, which springs from 0.591+ 0.159×0. When we
removed the mediating variable, the direct effect of religiosity on civic engagement is 0.630.
Table VII also provides the coefficient of total effects, which combination of direct effect and
indirect effect.
Table VIII shows that the size f2, which indicates that religiosity provides a substantial
effect on the civic engagement variable’s R2 value. Besides, materialism and empathy have a
smaller impact on engagement than religiosity. However, the effect of materialism is slightly
higher than the effect of empathy. The result of blindfolding analysis shows that Q2 is
greater than 0, which indicates that the model provides relevance prediction (Table IX).
Figure 1 shows that the interaction between religiosity and materialism positively affects
civic engagement with a coefficient value of 0.112, t-value of 1.89, and p¼ 5 per cent, which
Materialism
0.591*
–0.219*
0.159*
0.186* 0.112*Religiosity
Civic 
engagement
in health 
services
Empathy
Moderating effect
(materialism ×
religiosity)
C01
C02
C03
C04
0.510
0.865
0.901
0.875
0.845
R01
R02
R03
0.911
0.897
0.824
E01
E02
E03
0.025
0.862
0.735
0.803
M01 M02 M03 M04
0.792 0.826 0.867 0.742
Note: *Significant at alpha 5 per cent
Figure 1.
Path analysis
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confirms the H4. Figure 2 shows that the slope of religiosity on civic engagement is slightly
higher for respondents with high materialism than for respondent with low materialism.
However, at the same level of religiosity, the respondents with weak materialism tend to have
greater civic engagement than respondent with high materialism. The results support theH4.
Discussion
Theoretical implication
This study challenges the altruistic theory by asking the effect of religiosity on civic
engagement. The results indicate that religiosity is an essential element to civic engagement
Path
Original
sample (O)
Sample
mean (M) SD
t-Statistics
|O/STDEV| p-values
Materialism → Engagement −0.224 −0.212 0.099 2.251 0.025
Moderating effect 0.151 0.136 0.085 1.789 0.074
Religiosity → Engagement 0.391 0.392 0.055 7.077 0.000
Religiosity → empathy 0.146 0.159 0.058 2.525 0.012
Empathy → Engagement 0.196 0.192 0.086 2.286 0.023
Table VII.
Total effect
Constructs Empathy Engagement
Empathy 0.060
Materialism 0.083
Moderating effect 0.027
Religiosity 0.026 0.643
Table VIII.
f2 matrix
Constructs SSO SSE Q2 (¼ 1−SSE/SSO)
Empathy 813 805.546 0.009
Materialism 1,084.00 1,084.00
Moderating effect 271 271
Religiosity 813 813
Engagement 1,084.00 708.539 0.346
Table IX.
Blindfolding analysis
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in the health sector. The respondents with higher scores in religiosity tend to be more caring
towards those who suffer from mental health, AIDs, cancer and disability. The results
confirm previous studies, which argue that religiosity people are encouraged to support
health sector through volunteering, charitable giving and other informal supporting
activities (Lewis et al., 2013; Deneulin and Zampini-Davies, 2017; Goss and Bishop, 2018;
Pratono and Maharani, 2018).
This study indicates that civic engagement in the health sector is less motivated by
empathy than the findings at the previous studies. This results are different to previous
studies, which argue that religious fuels empathy (William et al., 2012; Bilali et al., 2018) and
young religious people who are altruistic tendencies tend to get involved at civic
engagement (Decety et al., 2018). In comparison with materialism attitude, empathy and
religion do not have a strong relationship, and the belief is partly responsible for the lack of
empathy in Indonesia people. The results indicate that religiosity has a more significant
effect on civic engagement than empathy and materialism. Religiosity influences on
empathy do not account for more than 3 per cent of the variance.
Religiosity drives the materialism people to be more generous in supporting those who
suffer frommental health, AIDs, cancer and disability. Understanding howmaterialismworks
in the positive outcome is essential to promote and encourage civic engagement, especially
when materialists are less concerned with the environment (Segev et al., 2015). In this study,
the relationship between religiosity and civic engagement was found to be higher for
respondents who identified as low materialism than for those with high materialism. This
study recognises that for highmaterialism people, the religiosity is critical to whether they will
support those who suffer from the health problem. The results challenge the widespread
assumption that empathy is a driving force to civic engagement (Bloom, 2017; Pratono, 2018).
Practical implication
Our findings provide essential inputs for the health sector governance, especially in the low-
and middle-income countries with a democratic system. Civic engagement is crucial for
establishing good governance as it allows people to deliver their voice and to contribute to
the policy-making of their society (Bhargava et al., 2015). In a country with a democratic
system, civic engagement shapes the institutions that govern people’s lives. Beyond the
formal health system, health sector governance collaborates with other sectors, including
civil society, to promote and maintain population health (World Health Organization, 2015).
This study encourages that civic engagement needs to be careful when an attempt to
gain from networks of participation. Receiving inattention from the community, AIDs,
mental health, and diffable issue may become a continuous problem in the community.
O’mara-Eves et al. (2015) show that interventions using community engagement in the field
of public health help the community gain greater health outcomes. Networks of participation
deepen involvement within the community because someone they trust suggests it (Pratono
and Ratih, 2019).
Indonesia is a multicultural country with more than 300 ethnic groups, 750 languages
and dialects, and numerous religions. Hence, policy to improve health status among
Indonesians should be sensitive to religious and cultural norms. Different religious groups
have diverse forms and norms about healthcare and medicine, including maternal and child
health. For example, mothers in Nanggroe Aceh Darussalam province, which have a strong
Islamic background, believe that death due to childbirth is a “fate” and part of life destiny
(Susanti, 2013).
Research limitation
The empirical evidence indicates that religiosity plays a pivotal role in civic engagement.
Empathy and prosocial behaviour become valuable resources for a developmental
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perspective at young ages. The conclusion needs to consider some limitations. First of all,
research indicates that on-line interviews target only specific types of individuals who
spend time on the internet. This study may not be able to get responses from a cross-
sectional mix of respondents. Second, the PLS-SEM allows the study to examine the
mediating role of empathy and the moderating part of materialism attitude. The PLS SEM
algorithm requires a recursive model and cannot handle the circular relationships between
the latent variables (Hair et al., 2014).
This study adopts the concept of civic engagement from Schulz et al. (2010), which
mainly concern the intention to support people with mental health, AIDs, cancer and
disability. Future studies are encouraged to explore more cases, which may have different
support from the communities. The initiative to develop a new construct should meet the
principle of the reliability and validity from the measurement theory, which examines the
relationship between constructs and the corresponding indicator variables (Hair et al., 2014).
Last, this study focussed on a cross-section survey to understand the attitudes
and beliefs of young people in the Indonesia context regarding participatory in the health
sector. The data collection involves an on-line interview, which may ignore the young people
who have no access to the internet. Also, peer relationships and institutional context were
not examined in this particular study, which may bring an additional limitation which needs
to be addressed in future studies. We suggest the future studies adopt various data
collection, such as face-to-face interview, offline survey, and telephone interview for civic
engagement in the health sector. Different survey methods need to be tested, which may
provide different results.
Conclusion
This paper contributes to the discussion on altruistic theory by challenging a widespread
assumption that the feeling of empathy drives civic engagement. The effect of religiosity on
generosity become weak for those who have high materialism. The results are different
from the tradition proposition, which argues that religion makes people more generous.
This study recognises that for top materialism people, the religiosity is critical to whether
they will support those who suffer from the health problem.
References
Adonteng-Kissi, O. and Adonteng-Kissi, B. (2017), “Living with conflicts in Ghana’s Prestea mining
area: is community engagement the answer?”, Journal of Sustainable Mining, Vol. 16 No. 4,
pp. 196-206.
Autiero, G. (2018), “Secular education and religious values in the formation of human capital”,
International Journal of Development Issues, Vol. 17 No. 1, pp. 55-68.
Bakar, A., Lee, R. and Hashim, N.H. (2013), “Parsing religiosity, guilt and materialism on consumer
ethics”, Journal of Islamic Marketing, Vol. 4 No. 3, pp. 232-244.
Barratt, M.J., Ferris, J.A. and Lenton, S. (2015), “Hidden population, on-line purposive sampling, and
external validity: taking off the blindfold”, Field Method, Vol. 27 No. 1, pp. 3-21.
Bhargava, V., Majumdar, D. and Sen, A. (2015), “Incentive? Compatible voting rules with positively
correlated beliefs”, Theoretical Economics, Vol. 10 No. 3, pp. 867-885.
Bilali, R., Iqbal, Y. and Çelik, A.B. (2018), “The role of national identity, religious identity, and
intergroup contact on social distance across multiple social divides in Turkey”, International
Journal of Intercultural Relations, Vol. 65 No. 1, pp. 78-85.
Bjarnason, D. (2007), “Concept of analysis religiosity”, Home Health Care Management & Practice,
Vol. 19 No. 5, pp. 350-355.
Bloom, P. (2017), “Empathy and its discontents”, Trends in Cognitive Sciences, Vol. 21 No. 1, pp. 24-31.
IJHG
Buchanan, E.A. and Hvizdak, E.E. (2009), “On-line survey tools: ethical and methodological concerns of
human research ethics committees”, Journal of Empirical Research on Human Research Ethics,
Vol. 4 No. 2, pp. 37-48.
Charsetad, P. (2016), “The role of religious beliefs in blood donation behavior among the youngster
in Iran: a theory of planned behavior perspective”, Journal of Islamic Marketing, Vol. 7 No. 3,
pp. 250-263.
Decety, J., Meindenbauer, K.L. and Cowell, J.M. (2018), “The development of cognitive empathy and
concern in preschool children: a behavioral neuroscience investigation”, Developmental Science,
Vol. 21 No. 3, pp. 1-12.
Dein, S., Cook, C.C., Powell, A. and Eagger, S. (2010), “Religion, spirituality and mental health”,
The Psychiatrist, Vol. 34 No. 2, pp. 63-64.
Deneulin, S. and Zampini-Davies, A. (2017), “Engaging development and religion: methodological
groundings”, World Development, Vol. 99, pp. 110-121.
Fricker, R. Jr (2011), “Sampling methods for web and e-mail surveys”, in Fielding, N., Lee, R.M. and
Blank, G. (Eds), The Sage Handbook of On-line Research Methods, Sage, Thousand Oaks, CA,
pp. 195-217.
Goss, B.W. and Bishop, J.P. (2018), “Judging religion: power, pluralism and the political control of
medicine”, Ethics, Medicine and Public Health, Vol. 5 No. 1, pp. 26-34.
Hair, J.F., Hult, G.T., Ringle, C.M. and Sarstedt, M. (2014), A Primer on Partial Least Squares Structural
Equation Modeling (PLS-SEM), Sage, Los Angeles, CA.
Hockerts, K. (2015), “The social entrepreneurial antecedents scale (SEAS): a validation study”, Social
Enterprise Journal, Vol. 11 No. 3, pp. 260-280.
Islam, T. and Chandrasekaran, U. (2016), “Effect of religiosity on ecologically conscious consumption
behaviour”, Journal of Islamic Marketing, Vol. 7 No. 4, pp. 495-507.
Jha, P.P. and Bhalla, A. (2018), “Life of PAI: mediation by willingness and ability for beneficiary
community engagement”, World Development Perspectives, Vol. 9 No. 1, pp. 27-34.
Joseph, S. and Diduca, D. (2007), “The dimensions of religiosity scale: 20-item self-report measure of
religious preoccupation, guidance, conviction, and emotional involvement”, Mental Health,
Religion & Culture, Vol. 10 No. 6, pp. 603-608.
Kaiser, K. (2009), “Protecting respondent confidentially in qualitative research”, Qualitative Health
Research, Vol. 19 No. 1, pp. 1632-1641.
Kemp, E., Bui, M., Krishen, A., Homer, P.M. and LaTour, M.S. (2017), “Understanding the power of hope
and empathy in healthcare marketing”, Journal of Consumer Marketing, Vol. 34 No. 2, pp. 85-95.
Khare, A. (2014), “Money attitudes, materialism, and compulsiveness: scale development and
validation”, Journal of Global Marketing, Vol. 27 No. 3, pp. 30-45.
King, J., Edwards, N., Watling, H. and Hair, S. (2019), “Barriers to disability-inclusive disaster
management in the Solomon Islands: perspectives of people with disability”, International
Journal of Disaster Risk Reduction, Vol. 34 No. 1, pp. 459-466.
Komendantova, N., Riegler, M. and Neumueller, S. (2018), “Of transitions and models: community
engagement, democracy, and empowerment in the Austrian energy transition”, Energy Research
& Social Science, Vol. 39 No. 1, pp. 141-151.
Konsti-Laakso, S. and Rantala, T. (2018), “Managing community engagement: a process model for
urban planning”, European Journal of Operational Research, Vol. 268 No. 3, pp. 1040-1049.
Kulig, J.C., Townshend, I., Kosteniuk, J., Karunanayake, C., Labrecque, M.E. and MacLeod, M.L.P.
(2018), “Perceptions of sense of community and community engagement among
rural nurses: Results of a national survey”, International Journal of Nursing Studies, Vol. 88
No. 1, pp. 60-70.
Kuo, P.-J. and Kalargyrou, V. (2014), “Consumers’ perspectives on service staff with disabilities in the
hospitality industry”, International Journal of Contemporary Hospitality Management, Vol. 26
No. 2, pp. 164-182.
Civic
engagement in
the Indonesia
health sector
Lewis, V.A., MacGregor, C.A. and Putnam, R.D. (2013), “Religion, networks, and neighborliness: the
impact of religious social networks on civic engagement”, Social Science Research, Vol. 42 No. 2,
pp. 331-346.
Lowicki, P. and Zajenkowski, M. (2017), “No empathy for people nor for God: the relationship between
the Dark Triad, religiosity and empathy”, Personality and Individual Differences, Vol. 115 No. 5,
pp. 169-173.
Lucchetti, G., Ramakrishnan, P., Karimah, A., Oliveira, G.R., Dias, A., Rane, A., Shukla, A., Lakshmi, S.,
Ansari, B.K., Ramaswamy, R.S., Reddy, R.A., Tribulato, A., Agarwal, A.K., Bhat, J., Satyaprasad, N.,
Ahmad, M., Rao, P.H., Murthy, P., Kuntaman, K., Koenig, H.G. and Lucchetti, A.L. (2016),
“Spirituality, religiosity, and health: a comparison of physicians’ attitudes in Brazil, India, and
Indonesia”, International Journal of Behavioral Medicine, Vol. 23 No. 1, pp. 63-70.
Lumpkins, C.Y., Greiner, K.A., Daley, C., Mabachi, N.M. and Neuhaus, K. (2013), “Promoting healthy
behavior from the pulpit: Clergy share their perspectives on effective health communication in
the African American church”, Journal of Religion and Health, Vol. 52 No. 4, pp. 1093-1107.
Lupton, D. (2019), “I’ like to think you could trust the government, but don’t really think we can’:
Australian women’s attitudes to and experiences of My Health Record”, Digital Health, Vol. 5
No. 1, pp. 1-12, available at: https://doi.org/10.1177/2055207619847017
Marx, C., Halcli, A. and Barnett, C. (2012), “Locating the global governance of HIV and AIDS: exploring
the geographies of transnational advocacy networks”, Health & Place, Vol. 18 No. 3, pp. 490-495.
Maxwell, G.L. (2015), “The state of advocacy in cancer”, Gynecologic Oncology, Vol. 139, pp. 573-579.
Mostafa, M. (2016), “Egyptian public’s concern for global warming: the influence of post-materialism,
religiosity, political orientation, and locus of control”, World Journal of Science, Technology and
Sustainable Development, Vol. 13 No. 1, pp. 31-45.
Moul, C., Hawes, D. and Dadds, M.R. (2018), “Mapping the developmental pathways of child conduct
problems through the neurobilogy of empathy”, Neuroscience and Biobehavioral Reviews, Vol. 91
No. 1, pp. 34-50.
Muturi, N. and An, S. (2010), “HIV/AIDs stigma and religiosity among African American women”,
Journal of Health Communication: International Perspectives, Vol. 15 No. 4, pp. 388-401.
Newbingging, K. and Ridley, J. (2018), “Epistemic struggles: the role of advocacy in promoting
epistemic justice and T rights in mental health”, Social Science & Medicine, Vol. 219 No. 1,
pp. 36-44.
O’Mara-Eves, A., Brunton, G., Oliver, S., Kavanagh, J., Jamal, F. and Thomas, J. (2015), “The effectiveness
of community engagement in public health interventions for disadvantaged groups: a meta-
analysis”, BMC Public Health, Vol. 15 No. 1, pp. 129-142.
Patton, G.C., Sawyer, S.M., Ross, D.A., Viner, R.M. and Santelli, J.S. (2016), “From advocacy to action in
global adolescent health”, Journal of Adolescent Health, Vol. 59 No. 4, pp. 375-377.
Pearson, G.S., Hines-Martin, V. P., Evansc, L.K., York, J.A., Kane, C.F. and Yearwood, E.L. (2015),
“Addressing gaps in mental health needs of diverse, at-risk, underserved, and disenfranchised
populations: a call for nursing action”, Archives of Psychiatric Nursing, Vol. 29 No. 1, pp. 14-18.
Polonsky, M., Kilbourne, W. and Vocino, A. (2014), “Relationship between the dominant social
paradigm, materialism and environmental behaviours in four Asian economies”, European
Journal of Marketing, Vol. 48 Nos 3/4, pp. 522-551.
Poteat, V.P., Calzo, J.P. and Yoshikawa, H. (2018), “Gay-Straight Alliance involvement and youths’
participation in civic engagement, advocacy, and awareness-raising”, Journal of Applied
Developmental Psychology, Vol. 56 No. 1, pp. 13-20.
Pratono, A.H. and Maharani, A. (2018), “Long-term care in Indonesia: the role of integrated service post
for elderly”, Journal of Aging and Health, Vol. 30 No. 10, pp. 1556-1573.
Pratono, A.H. and Ratih, R.V.S. (2019), “International alliance strategies: a case study of the Indonesian
medical device industry”, in Faghih, N. (Ed.), Globalization and Development. Contributions to
Management Science, Springer, Cham, pp. 381-400.
IJHG
Pratono, A.H. and Tjahjono, G. (2017), “How does materialistic attitude influence the impact of
corporate brand on the customers’ intention to donate to corporates’ charity?”, Humanomics,
Vol. 33 No. 4, pp. 484-498.
Pratono, A.H. (2018), “Linking religiosity to citizenship behaviour under materialism attitude: empirical
evidence from Indonesia”, International Journal of Ethics and Systems, Vol. 35 No. 1, pp. 75-89.
Pratono, A.H. (2019), “Linking religiosity to citizenship behaviour under materialism attitude: empirical
evidence from Indonesia”, International Journal of Ethics and Systems, Vol. 35 No. 1, pp. 75-89.
Ramey, H.L., Lawford, H.L., Rose-Krasnor, L., Freeman, J. and Lanctot, J. (2018), “Engaging diverse
Canadian youth in youth development programs”, Children and Youth Services Review, Vol. 94
No. C, pp. 20-26.
Sablosky, R. (2014), “Does religion foster generosity?”, The Social Science Journal, Vol. 51 No. 4,
pp. 545-555.
Schulz, W., Ainley, J., Fraillon, J., Kerr, D., Losito, B., Williams, B.A., Boyle, M.J., Brightwell, R.,
Devenish, S., Hartley, P., McCall, M., McMullen, P., Munro, G., O’Meara, P. andWebb, V.K. (2010),
“ICCS 2009 International Report: civic knowledge, attitudes, and engagement among
lowersecondary school students in 38 countries”, International Association for the Evaluation
of Educational Achievement, Amsterdam.
Sedikides, C. and Gebauer, J.E. (2010), “Religiosity as self-enhancement: a meta-analysis of the relation
between socially desirable responding and religiosity”, Personality and Social Psychology Review,
Vol. 14 No. 1, pp. 17-36.
Segev, S., Shoham, A. and Gavish, Y. (2015), “A closer look into the materialism construct: the
antecedents and consequences of materialism and its three facts”, Journal of Consumer
Marketing, Vol. 32 No. 2, pp. 85-98.
Silke, C., Brady, B., Boylan, C. and Dolan, P. (2018), “Factors influencing the development of empathy
and pro-social behaviour among adolescents: a systematic review”, Children and Youth Services
Review, Vol. 94 No. C, pp. 421-436.
Smith, K.E. and Stewart, E.A. (2017), “Academic advocacy in public health: disciplinary ‘duty’ or
political ‘propaganda’?”, Social Science & Medicine, Vol. 189, pp. 35-43.
Steel, P., Taras, V., Uggerslev, K. and Bosco, F. (2018), “The happy culture: a theoretical, meta-analytic,
and empirical review of the relationship between culture and wealth and subjective well-being”,
Personality and Social Psychology Review, Vol. 22 No. 2, pp. 128-169.
Susanti, E. (2013), “Gender empowerment: case study of Dayah Tayoh, Pidie, Aceh”, Agrisep, Vol. 14
No. 2, pp. 44-53.
Tabak, R.G., Eyler, A.A., Dodson, E.A. and Brownson, R.C. (2015), “Accessing evidence to inform public
health policy: a study to enhance advocacy”, Public Health, Vol. 129 No. 6, pp. 698-704.
Teah, M., Lwin, M. and Cheah, I. (2014), “Moderating role of religious beliefs on attitudes towards
charities and motivation to donate”, Asia Pacific Journal of Marketing and Logistics, Vol. 26
No. 5, pp. 736-760.
Tremblay, C. and Harris, L. (2018), “Critical video engagements: empathy, subjectivity and changing
narratives of water sources through participatory video”, Geoforum, Vol. 90, pp. 174-182.
United Nations Development Programme (2017), Good Practices Integrating the SDGS into Development
Planning: Indonesia, United Nations Development Programme, New York, NY.
VanderWeele, T.J. (2017), “Religion and health: a synthesis”, in Balboni, M.J. and Peteet, J.R. (Eds),
Spirituality and Religion within the Culture of Medicine: From Evidence to Practice, Oxford
University Press, New York, NY, pp. 357-401.
Verkuyten, M. and Yogeeswaran, K. (2017), “The social psychology of intergroup toleration: a roadmap
for theory and research”, Personality and Social Psychology Review, Vol. 21 No. 1, pp. 72-96.
William, B., et al. (2012), “Paramedic empathy levels: results from seven Australian universities”,
International Journal of Emergency Services, Vol. 1 No. 2, pp. 111-121.
Civic
engagement in
the Indonesia
health sector
Wojtys, M., Marra, G. and Radice, R. (2018), “Copula based generalized additive models for location,
scale and shape with non-random sample selection”, Computational Statistics and Data Analysis,
Vol. 127 No. C, pp. 1-14.
World Health Organization (2015), Health Systems Governance for Universal Health Coverage,
WHO Production Services, Geneva.
World Health Organization (2017), WHO Community Engagement Framework for Quality,
People-Centred and Resilient Health Services, World Health Organization, Geneva.
Appendix
Constructs Empathy Engagement
Empathy −0.032
Materialism −0.130
Moderating effect 0.118
Religiosity 0.397 0.963
Table AI.
Finite mixture
(FIMIX) segmentation
Path
Original
sample (O)
Sample
mean (M) SD (STDEV)
t-Statistics
(|O/STDEV|) p-values
C01 ← engagement 0.865 0.863 0.021 40.331 0.000
C03 ← engagement 0.901 0.900 0.015 61.549 0.000
C04 ← engagement 0.875 0.872 0.020 44.090 0.000
C05 ← engagement 0.845 0.843 0.027 31.080 0.000
E02 ← Empathy 0.862 0.854 0.084 10.250 0.000
E08 ← Empathy 0.735 0.717 0.107 6.890 0.000
E10 ← Empathy 0.803 0.782 0.085 9.455 0.000
IR03 ← Religiosity 0.911 0.911 0.014 64.078 0.000
IR04 ← Religiosity 0.897 0.894 0.021 42.311 0.000
IR05 ← Religiosity 0.824 0.825 0.035 23.409 0.000
M02 ← Materialism 0.792 0.783 0.062 12.778 0.000
M03 ← Materialism 0.826 0.814 0.051 16.199 0.000
M04 ← Materialism 0.867 0.866 0.038 23.064 0.000
M06 ← Materialism 0.742 0.719 0.095 7.774 0.000
Religiosity × materialism← Moderating effect 1.055 1.059 0.087 12.146 0.000
Table AII.
Outer loading with
bootstrap approach
IJHG
Corresponding author
Aluisius Hery Pratono can be contacted at: hery_pra@staff.ubaya.ac.id
Empathy Materialism attitude Engagement Religiosity
E01 0.756
E02 0.881
E03 0.788
M02 0.723
M03 0.826
M04 0.911
P04 0.815
P05 0.747
P06 0.838
P07 0.826
R01 0.758
R02 0.854
R03 0.719
R04 0.864
Table AIII.
Outer loadings
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